editorial column by Professor Raanan Gillon also criticised the position putforward by Rix. In this article I contend that the definition of death put forward by Pallis and Lamb suffers certain philosophical shortcomings, that the position putforward by Rix deserves fuller consideration, and that Rix is not to be dismissed easily. B A Rix, the secretary to the DCE, recently contributed an article to this journal (1) . It seems strange to me that the main point of philosophical criticism, raised by Lamb and Pallis, was that a definition of death based solely on the status of an individual heart can lead one into absurd difficulties (2) . The phrase which Pallis and Lamb so rightly criticise, is 'the criterion of death should still be the cessation ofcardiac activity'. However, while this claim occurs in the author's abstract and the introductory paragraph, it is not supported in the rest of the article. It is in fact contradicted by the more detailed arguments It is undoubtedly true that we need a means oftelling when a human being is dead. Human beings have a special moral status, they are part of a network of personal relationships, and they are also given a legal status. At the point of death their moral status changes, their friends and relatives will be affected as the relationship changes, and the laws regarding inheritance, taxation and murder, may be brought to bear. With the change in moral status of the now dead human being, the duties of attending medical staff will change. It is for these reasons that we need a set of clear 
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Death; brainstem death; organ trnsplants. ' indicators', or criteria, for death. The current set of 'indicators' used in the UK are irreversible unconsciousness, and irreversible apnoea. Both these conditions are brought about by the cessation of brainstem function (3) . If these indicators of death are accepted, and it must be remembered that they are accepted neither by many religious bodies, nor by some doctors (4), then a human being who enters this physiological state can be declared dead. It should be noted that in some ways the demand for apnoea is a reiteration of the importance of brainstem function. Irreversible apnoea must be a result of damage to the brainstem, not a result of damage to the lungs or the torso.
'Concept' and 'criteria' -can they be distinguished?
Proponents of the claim 'brainstem death is death' often find that it is not accepted as the definition of death. I believe that an important reason for their failure to gain acceptance, is that the claim they appear to make is too strong. Intentionally or not, they constantly seem to be claiming that this definition is the, one and only, definition of death. That Pallis and Lamb stipulate that a distinction must be drawn, between the concept of death and the criteria for death, does little to help them in these difficulties. They claim to define death as a concept, and then seek 'criteria' for the instantiation of that concept. 'Death is the loss of the capacity for consciousness and the capacity for spontaneous respiration' is Pallis's definition of the concept of death. He also claims that 'all death is, and always has been, brainstem death' (5) . To ' (ii) with the cessation ofbrainfunction the person has entered the death process' (1). He could easily have said that the 'death process' has been entered when either heart or lung function has irreversibly ceased. The idea of death as a process might seem difficult for us to accept: death is usually viewed as being an event or a state. However, dying may be considered to be a process, whether it takes years, days, or only hours. In a trivially true sense we are all dying, since our life ends with death, but here we are concerned with that stage of the process of dying that immediately precedes death: the stage where death is inevitable. 'The death process' is a technical term, which may be rendered as 'beyond medical help', or 'irremediably dying' (11). Dying is not an irreversible process, until that process gets to a point where our available technology cannot help. At our current level of technology, that point is reached when the heart ceases to function and we can do nothing to replace it, or restart it, before respiration and brain function cease. It can be reached when respiration ceases to be effective, no matter what medical techniques are tried, and anoxia completes the process. Alternatively, it may be the point at which the brain ceases to function, whether or not the patient is on a ventilator. Once the patient is beyond any help, death is inevitable.
In most cases, as Pallis stresses, it is the cessation of either cardiac or respiratory function that leads to death. Rosencrantz, without access to an intensive care unit (ICU), is dying when his heart stops, even ifhe can gasp a few breaths and his brainstem continues to function for a few minutes more. To be consistent Pallis would have to delay the declaration of Rosencrantz's death until we could be sure that his brainstem had ceased functioning. So would Rix, for only then would the 'death process' be complete. Guildenstern, within an ICU, has a similar cardiac arrest. If he is given the correct treatment, he may be dragged back from the brink of death. Yet it seems obvious that Guildenstern is indeed dying, which is why such heroic efforts are made to save him. If those efforts fail Guildenstern will be dead, but, while for Pallis that cardiac arrest may be seen as the cause of death, for Rix it has a different significance. It is the start of the 'death process', despite the fact that it is unknown whether or not that function has, in fact, irreversibly ceased, until steps to reverse that cessation have been tried and have failed.
In most cases of brainstem death the cessation of cardiac and respiratory function follows within a similar short period of time. It is only when a patient is on life-support machinery, that the cessation of brain function is not immediately followed by cessation of respiratory and cardiac activity. Thus Rix, who is only considering this type of situation, stipulates that '(iii) the death process should not be prolonged after brain function has ceased' (1). Only in this situation, is it worth stipulating that the 'death process' should not be prolonged, for this is the only situation where the inevitable process of dying can be prolonged. This is not to say that the patient is already dead. According to this view of death, no matter which function ceases first, the patient is still alive until the other two functions have ceased. Rix makes this clear by saying that '(iv) the time ofdeath is given by the end, not by the beginning ofthe death process' (1).
This account of death, in terms of these three indicators, jointly employed, is clear, precise, and practical. It does not require the clinician to use any unusual, or untried, techniques of diagnosis. Using these indicators for death is no more problematic than using the current UK set of indicators; all these conditions may be assessed at the bedside, each is clearly diagnosable. For legal purposes the time of death can be established with as much precision as we can expect from the use of 'brainstem death only' as our death criterion. It appears to me that, on legal and medical grounds there can be little objection to using this definition and using these guidelines. The morale of nursing staffneed not be affected, and the expense of keeping brain-dead patients on respirators need not be incurred. On ethical grounds it may be argued that, once a patient has entered the 'death process', he is, by definition, beyond help, and treatment can be withdrawn.
If we compare this account of death with the 'criteria' favoured by Lamb and Pallis, we find that both can fulfil legal requirements for a time of death. Both are medically diagnosable, and are precise in the way that medicine requires. The main objections to using 'brainstem death only' as the criterion for death are that it is not acceptable to a large number of people on religious grounds, and that it is not acceptable to many doctors, on medical grounds. The set of indicators proposed by the DCE meets most of these objections. In addition it should be noted that, if a definition of death must stand on the merits of its philosophical backing and its ease of use in practice, then, at the very least, the claim that 'brainstem death is death' is propped up on no better supports than those that could be offered for a Rixian definition.
'Moral status', 'death' and 'organ harvesting' -inter-relationships?
The attribution of moral status to a human being is important when considering how we should treat the dead and dying. As patients approach death, their moral status changes. Death-bed testimony, last words and last wishes have a strong impact; we feel obliged to treat them with respect. At the same time we do not necessarily feel obliged to tell the dying patient the truth, and the convention of patient/doctor confidentiality may be set aside. On entering the final stage of dying, the 'death process', I would argue that the moral status ofthe patient will have changed again.
As Alexander Morgan Capron states 'the debate about putting "hopeless" comatose patients through "gruesome" treatment is important in its own right.' (12), but I am not sure that it is, as he claims, a separate issue. When the patient has entered the 'death process', not only is it then hopeless to continue treatment, including ventilation, but it may be acceptable to consider organ harvesting. Discussions of the method for determining death may be distinguished from discussions of the ethics of transplant surgery, or the ethics of withdrawing treatment, but it may not be possible to divorce them totally from each other in the way that Lamb might wish (13). The chief justification for organ harvesting has been, to date, that the donor is dead, and that it is morally acceptable to take organs from the dead. The chief objection is that they are not dead, and that it is therefore unacceptable. If we agree that it is acceptable to harvest organs from the dead, then to say Rosencrantz is (or is not) dead, in this context, is also to say that it is (or is not) now morally acceptable to remove organs from his body. It is a statement with implications not just about the physiological status of the body, but also about the moral status of the person. Using the definition of death proposed by Rix and the DCE does not pose any new problems for those who already favour organ harvesting from brainstem dead patients.
Guildenstern, a prospective donor, is declared to have entered the Rixian 'death process' when it is found that his brain has ceased to function. He is not dead, but he is in physiologically the same state as those who are currently declared dead under the UK guidelines. If the consensus of public opinion is that someone in that state is a suitable candidate for organ removal, then it does not matter much whether he is termed 'dead', or 'irremediably dying'. His moral status is such that organ retrieval is permissible. Organ retrieval would constitute the 'proximate cause' of death, by ending the 'death process', but it would not be the ultimate, primary, or secondary cause of death. Legally, and I believe morally, the cause ofdeath could be seen as that event which had caused the patient to enter the 'death process'. It seems unreasonable to speak of removing the heart as killing the patient, since leaving the heart in place also results in his death. Removing the organ or leaving it in place are morally on all fours.
While the application of a Rixian approach may at first cause some public concern, a well-informed public would soon come to accept that its concerns are groundless. Those who would not accept such a proposal, on the grounds that the human being is not dead, would be exactly the same people who currently do not accept the 'definition of death' favoured by Pallis and Lamb. The great advantage of conceding that brainstem death is not necessarily 'death', would be that the arguments over the definition of death could finally be put aside, or left to the theologians and philosophers. The real issues of what can be done to whom, and when, the withdrawal of treatment and the ethics of transplant surgery could then be discussed, without fear of accusations about vested interests and intellectual dishonesty.
